It is an important and not infrequent problem for the psychiatrist to differentiate between a depressive illness and a dementing process. The presenting features of disturbances of memory, intellect and personality often result in referral to a psychiatrist initially (9) . The clinical picture of early dementia may be characterized by psychopathological symptomatology and it therefore becomes the psychiatrist's responsibility to recognize the dementia as such and determine its etiology (4) . The diagnosis of early dementia may be extremely difficult when there is overt affective disturbance, especially under outpatient conditions (11) . In one study of hospitalized neurological patients referred for psychiatric consultation 38 percent were found to also have a psychiatric problem, and depression was found to be the most common (30.5 percent) in this group (8) . Depression was found to coexist with and represent an affective response to neurological disease, and it can present a diagnostic problem in that it may mimic organic illness and vice versa (8) .
Much has been written on the dangers of making an erroneous diagnosis of dementia when actually a depression is the illness. Depressive retardation has been known to simulate the impairment of performance *Manuscript received April 1976. 'Department of Psychiatry, University of Ottawa, Ottawa, Ontario.
Can. Psychiatr. Assoc. J. Vol. 21 (1976) due to intellectual loss from organic causes (11) . Perhaps the most common psychiatric condition resembling dementia is endogenous depression (5) .
This paper focuses on the reverse situation, where an organic dementing process may present as a functional illness, namely depression. The following case illustrates some of the problems of differential diagnosis.
Case History
The patient, a forty-year-old housewife and mother of six children, was admitted to the Psychiatric Division of the Ottawa General Hospital from a Canadian Forces Base approximately 900 miles away where her husband was transferred nine months prior to her admission. The patient did not speak French, which was the predominant language there and because of this was referred to our hospital which was one of the closer bilingual centres. The referring doctor described the patient as having a three-year history of chronic depression, especially since becoming pregnant two years ago, and he felt this depression was concealed by the husband. However it was stated that her illness became more apparent since moving to this new base, where there was a small, closely-knit military community. She was observed to lose interest in her appearance and the family.
At the initial interview the patient was not sure why she was referred but described her problems as depression over several years, especially since she became pregnant unexpectedly two years previously and has not had much interest in looking after her 15-month-old daughter. She had considered an abortion, but Vol. 21, No.8 because of her husband's religion and refusal, she decided not to have one. One month after this delivery by Caesarian section because of cephalo-pelvic disproportion the patient decided to have a tubal ligation, much to her husband's objections. She has had feelings of guiltiness and unworthiness toward her husband since then.
About six months previously she began losing interest in doing anything with the family and did not prepare meals and felt "like an outsider". She noticed that she became forgetful about things around the house and began feeling very guilty about the neglect of the family and her duties as a housewife. Her appetite was good, but she began having frequent crying spells for no apparent reason and would have some difficulty falling asleep. She felt that their move to a French-speaking area nine months previously had a great effect on her as she generally could not communicate well or read the newspaper or listen to television or radio because of the language barrier. She had asked her husband repeatedly to apply for a transfer.
She stated that she had had a total of 13 pregnancies with seven miscarriages, and that two-and-a-half years ago she delivered prematurely twin boys who hemorrhaged to death, one in her own home before getting to hospital. She stated that her three living boys had a bleeding disorder which runs in the family and she constantly worries about them bleeding to death.
On examination, the patient looked her age, was friendly and cooperative, rather passive in her behaviour, and appeared somewhat anxious and saddened. Her affect was flattened and depressed and there were no signs of thought disorder or suicidal tendencies. Orientation was fully intact. Recent memory was somewhat impaired by digital recall and she could not remember her age or that of her husband at the time of marriage and could not remember her children's ages.
Physical examination was unremarkable except for mild generalized hyperreflexia.
The patient was thought to have a depressive neurosis in a passive-dependent personality. She was not put on any medication because she was not considered to be severely depressed and psychological tests were ordered because of the memory difficulty. On the ward it became apparent over the next few days that the patient was socializing well, did not seem depressed outwardly and would smile and say there were "no problems today" and "everything is going well" whenever approached on rounds. On further intensive testing her memory was found to be quite defective and at times she seemed to be confabulating.
Her husband was interviewed and a thorough past history taken. The patient's premorbid personality was one of a physically and socially active person. There had been only two miscarriages instead of seven and there was no history of familial bleeding disorder. Furthermore, she had never delivered twins who hemorrhaged to death. For the past two-and-a-half years her behaviour had changed, lately becoming worse. She was unable to look after the baby and frequently walked out of the house, leaving the child alone. If she went to the store she would forget what she had to get. She bought a washing machine and had another delivered two weeks later, forgetting about the first one. Her husband had not mentioned these things initially, perhaps because of his own guilt about her illness and also perhaps out of fear as to what her strange behaviour meant.
Psychological testing was done and pointed to organicity throughout, and special neuropsychological testing indicated moderate to severe diffuse bilateral cerebral dysfunction. The EEG showed evidence for diffuse cerebral disturbance of cortical origin with frequent slow and sharp waves bilaterally. Brain scan, skull X-rays, antinuclear antibodies, thyroid studies and all routine laboratory tests were negative. Neurological consultation was obtained and substantiated the solitary physical findings of generalized hyperreflexia. A pneumonencephalogram revealed dilatation of both lateral ventricles of moderate degee and the subarachnoid spaces over cerebral convexities showed areas of widening with air present, indicative of diffuse cortical atrophy. A diagnosis of pre-senile dementia was made.
Discussion
This patient gives an indication of how diffuse lesions of the nervous system may produce minor and non-specific findings on neurological and mental status examinations. It is well known that other lesions, such as brain tumours, can appear to be indistinguishable from functional disturbance and when the first symptoms are behavioural changes their real significance may not be appreciated (3) . If this particular patient had been seen on an outpatient basis, the early organic changes may not have been picked up until later , when there was further deterioration in the patient's functioning.
In this case there was evidence for a neurotic type of depression, given the patient's pre-morbid passive-dependent personality, her unexpected pregnancy, and conflicts with her husband about abortion and tubal ligation, which aroused guilt feelings. Her forgetfullness and lack of interest in her family and home could have been attributed to underlying anger, perhaps with a dissociative element. It was not until she had been observed on a 24-hour basis on the ward after one-to-two days that serious questions arose as to the diagnosis. The husband had apparently tried to conceal things probably because of his own guilt and fears. Her illness became more apparent in the small community of the primarily French-speaking Armed Forces Base, which may have placed additional stress on the patient. Bower (4) notes that in familiar social milieu, devoid of undue stress, the patient with even moderately advanced dementia may function reasonably well; a change in environment with unfamiliar and stressful demands can result in rapid decompensation and social dysfunction.
Depression may coexist with neurological disease and perhaps up to 25 percent of patients with dementia are depressed (9) . Disorders of the nervous system may affect vital functions and disability may represent a loss to the patient, causing him to feel depressed (2, 8, 12) . It appears that this woman had reason to be depressed. There was increasing loss of intellectual functioning with some insight into this as well as a good deal of guilt feelings (5, 9) .
It is probably more serious to overlook a treatable depression which presents as a dementia, but the opposite case, with which this paper deals, must also not be overlooked. A review of some of the literature in this area can be helpful.
Mayer-Gross (10) in his textbook of psychiatry stated that pre-senile dementia usually starts with impairment of memory and efficiency in daily activities, but depression may be present at the beginning. The depression is fleeting and unstable, but a sustained depressive state would lead to difficulties in diagnosis. The poverty of thought and memory (9) , and the flattening of personality that characterize the retarded depressive can be very difficult to distinguish from the effects of dementia. However, in depression alone, a history of previous attacks, fairly rapid mode of onset, presence of depressive symptoms and the absence of any neurological signs or intellectual deficit, speak against a dementing process (4) .
Although depression seems to be the most frequent affective state associated with dementia, it may also present with anxiety and paranoid features (1) . There may be a sudden aggravation of mild somatic symptoms often confused with hysteria. Personality changes in the direction of quarrelsomeness may occur and loss of memory is not always apparent. Sim (13) feels that depression is the most common symptom, especially in the intermediate stages of the dementia, but becomes obscured as the disease progresses.
Some case illustrations from the literature serve to demonstrate further a few of the difficulties in diagnosis. Parr (11) describes the case of a middle-aged man who began failing at work which he had previously done well, and became grossly inefficient. His affect was depressed and he had poor concentration and memory. The depression improved after one week in hospital. EEG and pneumoencephalogram were normal, but psychological tests showed dementia and a cortical biopsy revealed histological changes compatible with Alzheimer's disease. Kiloh (5) cites a case of a 52-year-old woman who was depressed and irritable, and who put emphasis on memory loss, which was confirmed by the daughter. All investigations were normal, and the patient was treated with antidepressants and improved in ten days. This was felt to be a case of endogenous depression.
Kiloh, in the same article, goes on to discuss the diagnostic tools, and feels that in Alzheimer's disease in particular the EEG is almost invariably abnormal with more or less specific findings. Other authors support this view (6, 7, 14) . He states that in many patients thought to be suffering from dementia, a normal EEG should suggest reassessment and the possibility of a depressive illness and, of course, vice versa. Furthermore, he believes that psychological testing and pneumoencephalogram can both show discrepancies in making a diagnosis of dementia. He cites examples of this -most noteworthy is the case previously described by Parr. He feels that clinical methods are still the most sensitive index in making a diagnosis.
Initially, the patient described in this paper appeared to have a depression and it was through clinical observation on the inpatient unit that suspicion was aroused. The EEG and air contrast studies made the proper diagnosis possible. It is felt that, wherever a question arises as to the possibility of pre-senile dementia in a depressed patient, hospitalization can be of use in observing the patient on a 24-hour basis and appropriate studies can be carried out most effectively.
Summary
This paper explores some of the difficulties in differentiating between dementia and depression. Because overt depression may be the most prominent symptom in early dementia, the psychiatrist frequently sees the patient initially, and it is his responsibility to establish the proper diagnosis as quickly as possible. Much emphasis in the literature is placed on erroneously making the diagnosis of dementia and overlooking a . treatable depression, whereas this paper focuses on the reverse situation. A review of the pertinent literature in this area reveals that depression may be the most common affective disorder in dementia and represents a loss of self-esteem in the patient who still has insight. A familiar milieu may protect the patient. Sustained depression leads to difficulty in diagnosis. Diagnostic tests may not be conclusive, but many authors believe clinical methods and EEG are most reliable.
A case history is presented which illustrates many of these points. By observing the patient in hospital, the presenting clinical picture of depression was seen to have an underlying organic basis. It is felt that hospitalization can aid in making the diagnosis, as symptomatology can be more easily observed and the proper tests conducted in the shortest time.
tres souvent, est celui qui etabli les premiers contacts avec le patient. C'est a lui qu'il appartient de poser le vrai diagnostic le plus rapidement possible, car une depression apparente peut etre le symptome Ie plus saillant au debut d'une demence. On appuie beaucoup sur les ecrits se rapportant a ce sujet, sur l' erreur commise en diagnostiquant une demence, negligeant d'y voir qu'une depression soignable. Cette presente etude fait une mise au point d'une situation opposee.
Une revue des ecrits pertinents qui touchent ce sujet, revele que la depression peut etre Ie desordre affectif le plus courant dans la dernence et se traduit par la perte de l' estime de soi chez le patient qui possede encore sa lucidite. Un environnement familier peut proteger Ie patient. Une depression qui se maintient rend le diagnostic difficile aposer. Les tests du diagnostic peuvent n'etre pas concluants, cependant plusieurs auteurs croient que les methodes cliniques et les E.E.G. sont des methodes de diagnostic plus exactes.
On presente l'histoire d'un cas illustrant plusieurs de ces points. En mettant sous observation le patient a l'hopital, le cas clinique de depression etudie ici, revela une condition organique sous-jacente. On croit qu'en hospitalisant le patient, la symptomatologie peut plus facilement etre observee et les tests appropriees effectues dans . un plus court deali,
When a sad and sick Patient was brought unto him
[Epicurus] to be cured, he laid him on a down bed, crowned him with a garland ofsweetsmellingflowers, in a fair perfumed closet delicately set out, and after a potion or two ofgood drink, which he administered he brought in a beautiful young wench that could play upon a Lute, sing and dance, etc . . .. most ofour looser Physicians in some cases . . .allow ofthis, and all ofthem will have a melancholy, sad, and discontented person, make frequent use ofhonest sports, companies, and recreations.
